12 patients with CPFE and 14 with IPF. Clinical and demographic data were gathered,such as age, gender, smoking history, dyspnea scale, clubbing, comorbidity, cardiac ultrasound and pulmonary function data. Some clinical characteristics and outcomes of patients with CPFE and IPF were compared.
Statistical Methods : Clinical data are presented as means ± SDs or medians (range), depending on distribution.The significance and the relationship between factors were tested using EViews 7 program, a software that processes econometric various statistical difference for testing any hypothesis. Multivariable analysis will express the relationship between several variables with the simple or complex regression and the variance analysis. P-level < 0.05 was considered as statistically significant.
RESULTS :
The total number of the patients with ILD in the last four years in our hospital was 26 (N=26). 12 (46%) CPFE and 14 (54%) IPF. In both groups we found similiarities and features on demographic and pulmonary functional data (Tab 1). In CPFE predominates smokers or ex smokers and all of them are males 7 (66.66%) .In IPF most of patients are females 9 (64.28%) and predominates patients nonsmokers. Mean age in both diseases is approximately the same (69.3 ± 7.1 years CPFE/ 68.3 ± 8.3 years in IPF). Mean BMI (body mass index) was relatively lower in CPFE than in IPF 27.34 ± 9.2/29.8 ± 3.6 respectively. In smokers and ex smokers patients UPY (Unit Pack Year) values was estimated and we found that patients with CPFE had higher UPY values (Graph 1,2). In both groups the most patients have lived in the urban areas in the major part of their life. The mean time from symptoms to diagnosis was 2.08 ± 0.9 (years) for CPFE and 1.8 ± 0.8. The mean modified Medical Research Council (mMRC) dyspnea score was around 3 for CPFE and 2.8 for IPF. The predicted forced vital capacity (FVC) in percentage was lower in IPF but IT (Tiffneaou Index, the ratio of FEV1/ FVC in percentage), (FEV1,predicted forced expiratory volume in 1 second) was higher in CPFE. The mean partial pressures of oxygen (PaO2) in CPFE patients was 61.5 ± 9.4 mmHg and in the other group 64.5 ± 8.3 mmHg. Logistic regression analysis was performed for these five variables (tab 2). Pvalue was calculated and exept for symptoms (p = 0.7) all the other variables (MRC,FVC,IT,PO2) had p < 0.05 that is statistically significant. The pulmonary functional variables make a difference in CPFE and IPF. 
Graph 3. Compared FVC values

Graph 4: Compared PO2 values
Discussion: Previous studies have also indicated that smoking is the most important risk factor especially in CPFE [5, 6] . In our study predominates males patients in CPFE. In IPF were nonsmokers in most which means that probably the air pollution could possibly participate in the mechanism of IPF [7] . Dyspnea is more severe in CPFE than in IPF. FVC values is lower in IPF patients and PO2 is lower in CPFE [8] . But our study has some limitations : the small number of the patients, it is a retrospective study, in one single center .We focused more on clinical findings but it has to be investigated more on this two entities.
CONCLUSIONS: CPFE is a recently identified syndrome in smokers or ex-smokers characterized by dyspnea often severe, preserved lung volumes, severely impaired gas exchanges. Patients with these syndrome are severely ill and they have more needs for oxygen therapy.
